In 2007, the National Board of Osteopathic Medical Examiners (NBOME), the agency that administers the COMLEX-USA Level 2-PE, instituted a process to identify candidates who documented history items that were not elicited from the patient or derived from physical examination maneuvers that were performed during the encounter: errors of commission, or "misrepresentation."
Candidates who are found to have repeatedly misrepresented information on their notes are issued failing score reports annotated with "irregular conduct." Procedures for this policy implementation-including identification of misrepresentation on a SOAP (subjective, objective, assessment, plan) note, the process of subcommittee review and decision making-have been described in the literature. 6, 9, 12, 13 The purpose of the present study was to calculate the frequency with which specific items were misrepresented in the SOAP notes and to explore patterns of misrepresentation in the categories of history taking and physical examination. If the areas of the SOAP notes in which candidates are more likely to make errors of commission are identified, this information could prove useful for educational purposes. Medical students, as well as practicing physicians, can be cautioned not only about the danger of making documentation errors of commission, but also specifically where those errors are more likely to occur.
Methods

Examination Format
The COMLEX-USA Level 2-PE is a performance-based examination designed to assess the clinical skills of osteopathic medical students before entry into graduate medical education. 6, 14 Within the history-taking category, items were separated into the following 5 subcategories: (1) 
Misrepresentation of Clinical Findings
In 2007, the NBOME implemented a process to identify SOAP note misrepresentation. 9 Candidates are informed before the examination that misrepresenting findings in the SOAP note could result in a fail decision and a score annotation of "irregular conduct." The screening, flagging, and review procedures have been described in a previous study. 9 Potential SOAP note misrepresentation is identified by raters and by algorithm. 9 Raters are osteopathic physicians who undergo case-specific training and who are familiar with the facts of the case. Therefore, they are able to identify if an error has occurred in documentation (eg, "No allergies" is written on the medical record of a patient with a known penicillin allergy). Raters are expected to flag SOAP notes that have 2 or more discrepancies in either the subjective or objective section. Second, a heuristic algorithm is employed to review records for the given month.
Candidates with lower than average data gathering (checklist) scores and higher than average scores on the S, if a candidate misrepresented both alcohol and smoking history, this candidate would be marked as having 2 errors in the lifestyle subcategory of history taking).
The number of items misrepresented on candidates'
notes ranged from 12 to 60 items. History-taking items were more commonly misrepresented (n=378) compared with physical examination items (n=284). As seen in the In the physical examination section, items were split into 7 subcategories as follows: (1) head, eyes, ears, nose, throat; (2) cardiovascular system, including heart auscultation, carotid examination, and pulses; (3) pulmonary system; (4) gastrointestinal system; (5) genitourinary system; (6) neurologic examination, including reflexes, cranial nerves, and mental status; and (7) Physicians and trainees may then be especially careful to document these parts of the encounter accurately.
During the COMLEX-USA Level 2-PE, commissive errors were found to occur more frequently in the historytaking category compared with the physical examination category. This finding may be the result of a variety of factors, including behavioral ones. In some instances, candidates may confuse the history of the patient just seen with that of 1 cared for earlier in the day. In other instances, physical examination may be easier to accurately remember because the candidate actively participates in the process. Also, it may be that some candidates seem to follow a formulaic history-taking agenda, from which they may be diverted by something the patient says (eg, an interesting finding, a shared experience). When candidates are diverted from that blueprint, they may forget that they did not ask something and document their usual history and examination categories.
In the subjective portion of the SOAP note, items from the patient history subcategory were most often misrepresented on candidate notes, followed by items in the lifestyle subcategory. These items were more likely to be misrepresented than others from the his- 
Comment
In real-world clinical practice, the documentation of a patient-physician encounter is presumed to be accurate.
Rarely does one have the opportunity to verify the accuracy of an encounter by comparing it with the final output dents who forget to elicit these items during the encounter later recognize these items or areas as important when writing the note and document them there (either thinking that they did ask or knowing that they should have). Similarly, the neurologic examination is important to the osteopathic examination and the body's structurefunction relationship, and the same principle-that students may recognize their importance, but too latecould apply to why these errors are more prevalent here.
In the objective section of the SOAP note, only the commissive errors in the neurologic examination were identified as disproportionately high. The reason for this finding is unclear, but we suspect that because many of these items are documented in groups (eg, cranial nerves, reflexes), students may have performed only part of a physical examination but documented that a complete examination was performed.
symptoms-vary from patient to patient and are more likely directly related to the reason for the visit, perhaps making them more immediate, more memorable, and therefore more accurately documented as a result (eg, the presence of fever in a child with an upper respiratory infection vs the child's family history). We were a bit surprised that review of systems was in a distant fourth place; because review of systems encompasses so many areas, we assumed it would be more often forgetten during history taking or documentation.
Collecting the patient history and lifestyle information is essential to uncovering more about the "whole patient" and is therefore an integral part of the osteopathic physician's encounter with a patient. The first osteopathic tenet tells us that the patient is a unit of body, mind, and spirit. 15 The greater number of errors in patient history and lifestyle subcategories could reflect that stu- Moreover, our results suggest that misrepresentation seemed to occur in patterns in these candidates (ones who demonstrate misrepresentation repeatedly), but this finding would need to be confirmed by a larger sample of students.
Limitations
The present study was limited by several factors, including a small study population, a limited error type, the natural constraints of the examination, and over sampling.
First, there were a small number of candidates because we reviewed only those who had a consistent pattern of these types of errors on their notes (enough to lead to a failing score being issued for the examination).
Therefore, the study may not generalize to candidates with fewer errors. Second, we confined the present study 
